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KANSAS MEDICAID STATE PLAN , 

Attachment 4.19-A 
Page 26 

Methods and Standards for Establishing Payment Rates Inpatient Hospital Care 


5 - 0000 Reimbursement for-NFServices (Swing Beds) in General Hospitals 

Reimbursement forNF services (swing beds) provided in general hospitals

(swing bed hospitals) shall be pursuant
4 2  CFR 443.280.  

6.0000 DisproportionateSharePaymentAdjustment 


The Medical Assistance Program of the State
of Kansas shallmake a 

reimbursement adjustment for disproportionate
share hospitals located within 
the Stateof Kansas- The reimbursement adjustment for disproportionate share 
hospitals shall be made for hospitals eligible under either criteria contained 
in 6.1000 or 6.2000 below. 

1 or
Hospitals to be eligible under either OptionOption2 must have at least 
2 obstetricians who have staff privileges at the hospital and who have agreed 
to provide obstetric servicesto individuals who are entitled to medical 

assistance for such services under the State Plan, except where the hospital 

serves predominantly individuals
under 18 years of age, or where non-emergency
Obstetric servicesto the general population were not offered asof July I, 

1968. In rural areas the term "obstetrician" includes
any physician with 
Staff privileges at the hospitalto perform non-emergency obstetric 
procedures. Please see section 6.50000 for addition instructions. 

6.1000 option 1 


If determined eligible for disproportionate share payment adjustment according 

to P - L .  100-203, Section 4112, Subsection (b)(l)( A ) ,  and the Medicare 

Catastrophic Coverage Act, (eligibility shall
be determined for a maximum of 
one year per determination), a hospital shallbe reimbursed for 
disproportionate share accordingto the following. The mean Medicaid/Medikan

inpatient utilization rate for Kansas hospitals receiving Medicaid/Medikan 

payments plus one standard deviation shall
be subtracted from each hospital's
Medicaid/Medikan inpatient utilization rate.If the remainder is greater than 
zero, the remainder shallbe divided by2, 2 . 5 %  shall be added, and the result 
Shall represent che percentage payment adjustment.T h i s  percentage payment
adjustment shall be multiplied by the Kansas Medicaid/Medikan annual payment
for inpatient hospital services madefor 'che state fiscal year ending two 
years prior to the year of the administrationof a disproportionate payment
adjustment. For example, 1995 state fiscal year payment adjustment shall be 
based upon the state fiscal 1993 Kansas Medicaid/Medikan annual payment.
The mean Medicaid/Medikaninpatient utilization rate shall include Medicare 
days paid by Medicaid. In order tobe eligible, che hospital must havea 
minimum medical utilizationof I%, as determined in Option1 -
Medicaid/Medikan utilizationshall be basedupon the Medicarecost report
which mustbe available asof the startof che state fiscalyear fox which 
payments are to be madNOV 2 5-2002 
TN#MS 902-19 Approval Date '-", effective Date 07/1/02 SupersedesTN#MS#99-17 
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Attachment 4.19-A 
Page 27 

Methods and Standards for Establishing Payment Rates
- inpatient Hospital Care 

6.2000 Option 2 .vi 

Hospitals are determined tobe eligible under the low-income utilization race 
if, based upon the computationsbelow, line C1 exceeds 25%. Hospitals shall 
be senta form specifying the eligibility criteria priorto the startof each 

state fiscal year. Eligibility shall be determined for
a maximum of one year 
per determination. Only hospitals returning form may be potentially
eligible for Option2 .  This formshall be compared with che Medicare cost 
report (HCFA-2552-92),paid Medicaid/MediKan claims summary and other 
information as necessary in order to verify the data submitted. The Medicare 
cost report mustbe available no later thanthe start of the state fiscal 
year for whichpayments are being made. 


All data below, except where specifically noted, should only include inpatient
hospital data. SNF. ICF, long term care units, home health agency, swing bed, 
ambulance, durable medical equipment, CORF, ambulatory surgical center, 

or non-reimbursable cost centers
hospice, rural health clinic, shall not be 

considered. Although specific references are given to the Medicare cost 

report, other line
numbers may also be applicable where the hospital usesa 
blank line and add6 an alternative titleto the forms. 


Al. 	 Medicaid/MediKan inpatient payments for the most recent available 

hospital fiscal year, excluding disproportionate share payments. 


A l a  Medicaid/MediKan outpatient paymentsfor the most recent available 

hospital fiscal year. Outpatient payments only includes payments
made 
to hospitals for hospital outpatientservices. 

A2 & AS. 	 Ocher state and local government income from Medicare 
Worksheet G - 3 ,  Governmental appropriations (Line23),
excluding Disproportionate share payments. 

A4. Total Medicaid/MediKan State and
local government funds (Al+Ala+A2+A3)-
A5. Inpatient Revenues from Medicare worksheetG-2, Column 1, Total 


inpatient routine care services (line
16) iancillary (line17) + 
outpatient (line1s) - s w i n g  bed (lines 4 & 5 )  - SNF (line 6 )  - ICF 
(line 7) - L T N  (line 8 ) .  

A6 .  Total patientrevenues from Medicare worksheet G - 2 ,  Column 3 (line 2 5 ) .  

A7. Ratio of inpatient revenues to total patient revenues( A5 / A6). 

AB. Contractual allowancesand discounts from MedicareWorksheet G - 3  (line 
2 )  -

P.9 . Inpatient shareof contractual allowancesand discounts (A7 X A e ) .  

A10. Net inpatient revenue(A5 - A9) -

TN#MS 02-19 Approval Date Effective date 07/1/02 supersedes T N W S  93-17 
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Methods and Standards for Establishing Paypent Rates
- Inpatient Hospital Care 

6.2000 continued . .  . .  

All. 


E1 -

Bla. 


E2 -
B3. 

B4. 

B5. 

E6 -

B 7 .  

B8. 


E9. 


B10 

c1-

Dl.. 

_ -

Ratio of Medicaid/MediKan State, and local government funds
to nee in
patient revenue(A4 / A ~ o ). 

Inpatient charity care charges, excluding
Medicaid/MediKan Medicare, 

contractual allowances and
discounts 


Outpatient charity care charges, excluding
Medicaid/MediKan Medicare, 

contractual allowances and discounts. Outpatient services
only includes 
services provided by the hospital and reported in the Medicare cost 
report as outpatient services. 

Other State and local government: (A2 + A 3 ) .  

Ratio of inpatient revenuesto total patient revenues( A 7 ) .  

inpatientportion of State and local government (B2 X B2). 

hospitalcosts from Medicare worksheetB Part I, total column, subtotal 
(line 9 5 )  - Rural Health Clinic (line63) - Ambulance (line64) - DME 
(lines 65 & 66) - Medicare (line69) - unapproved teaching (line70) -
HHA (lines 71 through 81) - CORF (line 8 2 )  - El-??(lines 89 & 90) - ASC 
(line 9 2 )  - Hospice (line9 3 )  . 
Hospital revenuefrom Medicare worksheetG2, column 3 ,  total patient 
revenue (line25) - swing bed (lines4 & 5) - SNF (line 6 )  - ICF (line 
7 )  - LTCU (line a) - HI%?, (line 19) - Ambulance (line 2 0 )  - CORF (line 
21) - ASC (line 22) - Hospice (line23). 

Cost to revenue ratio(BS / B6) -
Hospital revenue attributable che inpatient portionof  State and 
local government funds(B4 / B7) . 
unduplicatedcharity carecharges (Bl+Bla-BS. If t h i s  is negative,use 
0) -
Ratio ofunduplicatedcharity care to total inpatient revenue
(B9 / AS) -
Low-Income utilization rate (All
+ B10). 

unineuredCharges. The uninsured are
only those patientsshown in 

charity care (Bl+Bla} for which
no other payment is received. 


NOV 2 5 2002 
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kansas MEDICAID STATE PLAN 
Attachment 4 .19 -A  
Page 30 

Disproportionate Share Low-Income Utilization 


All data on this schedule except where specifically noted, should only include hospital inpatient data Do not include SNF, 
ICF, long term care unit%home health agency, swing bed, ambulance. durable medical equipment COW, ambulatory surgical 
center,hospice or non-reimbursable cost cent=. Although specific line numbers from the Medicarc Cost reports are given, 
if blank lines on the M e d i a e  cost report mc used by thc hospital, thc blank lines should also be included or excluded. as 
appropriate, where thcrc arc similar references 

hospital Name 

Kansas Medicaid Number Fiscal Year Ending 

A I  	 medicaid/medikan inpatient paymentsfor the most recent availabe 
hospitalfiscal year excluding disproportionate share payants. 
Contact Health Care Policy (785-296-3981) fora l o g  summary. 

Ala 	 medicaid/medikan outpatient payments for the moa recentavailable 
hospital fiscal year. outpatient payments only includes payments made 
to the hospital for outpatient services 

Other State and l o a 1  governmentincome. provide source and description. disproportionatesharepayments should not be 
included here medicare worksheet G3,governmental appropriations (line 23)) 

A2 


A3 	 Total medicaid/medikanstate and local governmentfunds. 
(A1 + Ala+  At) 

A4 	 inpatient revenues medicare Worksheet (3-2 Column 1, Total Inpatient Routine care services (Line 16) i-
Ancillary (Linc 17) f Outpatient (Linc 18) - Swing bed (Line4 & 5 )  -
SNF (Linc 6) - ICF (Line 7)- LTCU (Lmc S)-other appropriatelines) 

A5 Totalpatient revenues (Medicate Worksheet G-2, Line 25, Column 3) 

A6 Ratio ofinpatient revenues to total patient revenues (A4 +AS) 

A7 Contractual Allowances and discounts medicare Worksheet G-3, Line 2) 

a8 Inpatient share ofcontractual allowances and discounts (A6 A7) 

A9 net inpatient revenue (A4 - A8) 

AX0 	 Ratio of medicaid/medikan state and local government funds to net 
inparim revenue (A3 +A9) 

B1 	 Inpatiat charity cancharges. Char@ care is considered IO be any unpaid charge made directly to a patient 
where a reasonable effort has been made to collect the &%e. This would include spendown incurred by a 
Medicaid recipient thedeductible on insuredpatients, and the entire charge of private pay patients, 
providing a reasonable attempt to collect thc amount due has been made This should also include the portion
ofany Slidingfee scale which is not billed to thc patient It would not include my amount billed but not 
paid by a thirdparty such hs Medicaid, medikan Medicare, or insurance contractual allowance) or third 
party or employee discounts Information support this number must be 
maintain4 by thc hospital and is subject IO review. 

BIa 	 Outpatiem charicy care charges Outpatient services only includes senices provided by the hospital and reported in 
the medicare cost report ru Outpatient services. A11 other requirements 
in B1 apply here 

BZ Other Scare and local government funds (A2) 

TNtMS #02-19Approval datenov 3 5 200&f effective Date 07/1/02 SupersedesTN#MS#99-17 




-- 

-* 

SEP-04-02 13:12 FR0M:DIV OF MEDICAID KCMO ID:816 426 3851 PAGE 1 1 / 1 2  


.. 

kansas MEDICAID STATE plan 

Attachment 4 . 1 9 - A  
Page 31 

B3 Ratio of inpatient revenuesIOtotal patient revenues (A6) 

Bd inpatient portion o f  State and local  government funds (B2 B3) 

IS 	 Hospital costs(Medicare Worksheet B Part I, TotalColumn, Subtotal (Line 95) -SNF (Linc 34) - IcF  &me 35) -
LTCU (Line 36) - Rural Health Clinic (Line63) - Ambulance (Line65) - DME (Line 66 & 67)- Medicarc (Line 
69) - unapproved Teaching (Lmc 70) - HHA (Line 71 through 81) - CORF 
(Line 82)-HHA (Line 89& 90) - ASC (Line92)- Hospice (Line 93)i 

86 Hospital revenue (Medicare worksheet G2, column3 Total Pat ia t  Revenue (Line25) - Swing Bed (Line 4 & 5) 
(Line 6)- ICF (Linc 7) - LTCU(Line 8)-HHA (Line 19)-

Ambulance (Line 20)- CORF (Line 21) - ASC(Line 22) - hospice (Linc 23)k

87 Cost to revenue ratio (BSi-B6) 

Bs 	 Hospital revenue attributable v, thc inpatient pollion ofSure and I d 
government funds(Wf B7) 

B9 unduplicated charitycare charges (B1+ &- B8 (ifnegative use 0)) 

B10 h i 0  of unduplicatedcharity care to total inpatientrevenue (B9 + A4) 

c1 Low-lncome utilization me (A10 i B10) -
Section D only applies If C1exceeds 035 and there isa minimum 1% Medicaid utilization 

Dl 	 Hospital limitation A11 hospital arc limited to no more than 100% ofheir net Medicaid COS plus the cost of thc 
uninsured for FY 2001. The uninsured are only those patients shown in charity care(BI)for which no other 
payment is received. Report the uninsured here. Do not report Medicaid h a .  This line must be completed or no 
disproportionate shampayments will be made. -

D2 Conof rhe uninsured (Dlx -
D3 Loss on inpatient Kansas Medicaid payments (Computed by Medicaid) 

D4 Subtotal ofeligible losses (D2+D3) 

Ds Kansas Medicaid Inpatient Days m las t  availablefiscal year o f  hospital 

D6 All Medicaid Inpatient Days in I* available fiscal year of hospital 

D7 Kansas portion ofMedicaidinpatient days (M+ D6) 

D8 Estimated Disproportionate Share Payments (D7 x D4) 

I declare that I have examined thisstatement and to thc best of my knowledge and belief, it ism e ,  correct complete. and in 
a m e n t  with thc books maintained by thc facitlity I undernand that the misrepresentationor falsification of any 
informationset forth in this satemem may be prosecuted under applicable federal and/or State law 

signamre of Officer/Administrator 

Title Dare 
NOV 2 5 2002 
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